This qualitative research focused on the relationships between family members of patients with acquired brain injury (ABI). The aim was to explore the dynamics between caregivers of the family member with a brain injury during rehabilitation hospitalization, and the relationships between them and the rest of the extended family. Twenty semistructured interviews were conducted with family members. In each family, the spouse of the patient and another family member involved in caregiving were interviewed. The importance of the relationships between family members during rehabilitation hospitalization justifies the examination undertaken in this research. Findings point at the change that took place in the relationships between family members because of the need to cope with a relative's injury. It is possible that direct intervention in the dynamics of the relationship, especially between the family of origin and the nuclear family of the injured person, can benefit extended families in coping with the crisis.
Introduction
The term "acquired brain injury" (ABI) refers to damage to the brain, including traumatic brain injury (TBI), resulting from external head injury, stroke (cerebrovascular accident [CVA] ), various pathologies of the brain, and other acquired injuries (Langlois, Rutland-Brown, & Wald, 2006) . Based on reports in the professional literature, some 57 million people worldwide appear to be hospitalized annually for TBI (Humphreys, Wood, Phillips, & Macey, 2013; Langlois et al., 2006 ). An inquiry conducted in Israel, involving 19 treatment centers, found that, in 2011, the percentage of TBI patients stood at 31.8/100,000, for all ages (Siman-Tov et al., 2016) . According to the Israel Center for Disease Control (ICDC; , CVA is the third most common cause of death in Israel, and the rate of discharge from a hospital with a diagnosis of a stroke in 2007 was 236.7/100,000.
Studies that examined the effects of severe brain injury reported that many patients are faced with a decline in cognitive and motor functioning, with various psychosocial consequences. The cognitive impairment can affect various functions, such as concentration and information processing, memory and learning ability, and language. Psychosocial changes following brain injury can include reduction in life satisfaction and low capacity for using social support. The emotional consequences of this situation can create feelings of stress, tension, depression, the emergence of aggressive behaviors, lack of internal peace, childish and impulsive behaviors, hypersensitivity, and self-absorption (Anson & Ponsford, 2006; ArangoLasprilla et al., 2010; Finset & Andersson, 2000; Kersel, Marsh, Havill, & Sleigh, 2007) . Therefore, it is common in people with severe brain injury to have difficulty functioning autonomously, and their condition may require extensive treatment that involves various family members. Family members generally assist in performing basic everyday functions, which requires many resources .
The ecosystem approach (Kondrat, 2002 ) that formed the conceptual framework for the present research juxtaposes Bronfenbrenner's (1979) ecological environment with von Bertalanffy's (1972) systems theory, resulting in an ecological systems perspective. This approach examines transactional relationships between systems and views individuals as both the cause and the effect of their situation. Because individuals are in a dynamic situation, 737310Q HRXXX10.1177/1049732317737310Qualitative Health ResearchSegev et al.
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1 Sapir Academic College, D.N. Hof Ashkelon, Israel each change they make causes a reactive change in the larger system (Compton & Galway, 2005; Friedman & Newman, 2011) . As social workers, we view recovery and rehabilitation as integral to the patient's environment in general and to the family in particular. Consistent with the ecosystem approach, and because, in Israel, families participate actively in the rehabilitation process, the present study focused on the experiences of family members involved in the care of patients shortly after the injury. The study examined the effect of caring for a person with brain injury on the evolving dynamics between extended family members during rehabilitation hospitalization.
Effects of the Injury on the Family Members
Given the multidimensional damage to the functioning of a relative with brain injury, various family members (parents, spouses, children, siblings, etc.) become part of an intensive and prolonged intervention throughout the successive stages of rehabilitation (Degeneffe, Chan, Dunlap, & Man, 2011; Godwin, Lukow, & Lichiello, 2015; Kitter & Sharman, 2015) . The percentage of men diagnosed with TBI is double that of women (174.7 and 85.2, respectively, per 100,000; Farace & Alves, 2000) . Similarly, the percentage of men who suffer from CVA is higher than that of women (Pierce, Gordon, & Steiner, 2004) .
Family members must cope with the behavioral, physical, and emotional changes of their injured relative. Because of the suddenness of onset, family members are often not prepared for this situation and are required to function in complex ways without the appropriate tools (Kreutzer, Stejskal, Godwin, Powell, & Arango-Lasprilla, 2010; Man, 2002; Oddy & Herbert, 2003; Serio, Kreutzer, & Witol, 1997) . Providing such demanding care for a relative has been described as greatly frustrating for family members trying to cope with tasks of daily life (work, managing their family life, etc.), which contributes to their distress (Serio et al., 1997) . Many studies have found feelings of burnout, stress, depression, and social isolation as a result of having to cope with a relative with brain injury (Chronister & Chan, 2006; Ergh, Rapport, Coleman, & Hanks, 2002; Gan & Schuller, 2002; Jumisko, Lexell, & Söderberg, 2007; Kao & Stuifbergen, 2004; Keenan & Joseph, 2010; Kneafsey & Gawthorpe, 2004; Perlesz, Kinsella, & Crowe, 2000) . For example, Gan, Campbell, Gemeinhardt, and McFadden (2006) , who studied 148 family members (mothers, spouses, siblings, etc.) of 66 people with brain injury in Canada, found that stress levels in this group were significantly higher than in the general population. In a study by Norup, Siert, and Mortensen (2010) , who examined the effect of caring for a relative with brain injury on the key caregivers (n = 31), the caregivers reported experiencing a significantly lower level of quality of life and higher levels of anxiety and depression than are found in the general population.
If the brain injury occurs when a person is married, the primary caregivers are usually the spouse and the parents. Various studies have sought to examine whether there are differences in the ways in which the situation affects these actors (Serio, Kreutzer, & Gervasio, 1995) . Anderson et al. (2009) , who compared 64 spouses with 58 parents, found that each group was most affected by different aspects of the patient's functioning. As far as the spouses were concerned, the cognitive and behavioral disabilities of the patients significantly affected family functioning; parents reported that cognitive disability increased their feelings of stress.
Alongside the extensive research focusing on caregivers (mostly spouses and mothers), there is a growing body of knowledge that explores the effect of treatment of patients with brain injury on other family members as well. For example, Perlesz et al. (2000) examined the psychosocial aspects of quality of life among caregivers from the more distant circle, and found that even family members who were not intensively involved in the care of the patient were liable to show signs of distress and stress. Others found that following the injury, some family members reported highly deficient family functioning (Orsillo, McCaffrey, & Fisher, 1993) and increased conflict between siblings (Bergland & Thomas, 1991) .
The Needs of Caregiving Family Members During Rehabilitation Hospitalization
One of the most complex periods for the various family members is that of hospitalization, which is often long, involving emotional transitions and difficult-to-handle emotional swings between hope and despair (Bond, Draeger, Mandleco, & Donnelly, 2003) . At the same time, because of the focus on the needs of the patient and on the treatment, the needs of the caregiving family members are often not met. Leith, Phillips, and Sample (2004) found that family members need information about the medical condition of their relative, emotional support from the medical staff, assistance in creating an optimistic environment for themselves and the patient, and help with the process of reintegration of the patient into the community. It has also been found that many caregiving family members feel that nobody in their environment understands what is happening to them, and that nobody can help them cope with the uncertainty associated with the treatment of the relative with brain injury. Some even feel that they are misunderstood by family members who are not involved in the intensive treatment itself, and that they do not receive instrumental help in managing their daily life (Kreutzer et al., 1994) . Keenan and Joseph (2010) focused on the needs of family members during hospitalization, which they examined at two time points during the treatment: at the point of transfer out of the intensive care unit and before the release from hospital. At the first time point, participants reported that they needed information, experienced uncertainty, and tried to make sense of any and all information they were able to glean from the environment. By contrast, at the second time point, despite the uncertainty that family members experienced, they expected progress and needed professional and community support.
Family Members Coping and Functioning With the Brain Injury of a Relative
Various studies have found that not all families respond to and deal with the situation the same way. Several variables appear to predict the manner and intensity of the reaction of family members, including the patient's gender, the extent of the injury, as well as cognitive, behavioral, and emotional changes. Gan et al. (2006) found that the variables that predict the level of family functioning are the level of stress and the gender of the patient. Ponsford, Olver, Ponsford, and Nelms (2003) found that the strongest predictors of family functioning are the cognitive, behavioral, and emotional changes of the patient, and the extent of time during which the patient was in a state of confusion and had difficulty communicating with the environment, shortly after the injury-posttraumatic amnesia (PTA). Sander et al. (2003) examined 191 family members involved in caring for a relative with brain injury and found a connection between the quality of family functioning before and after the injury: Families who had difficulties in the past were more likely to experience difficulties in dealing with the situation after the injury than were families without such past history. Simpson and Jones (2012) found a significant relationship between the sense of resilience and the sense of burnout among 61 family members caring for relatives with brain injury, so that the stronger was the sense of resilience, the weaker was the burnout and the higher the ability to cope with the situation. These findings were confirmed by the research of Las Hayas, López de Arroyabe, and Calvete (2015) .
Other researchers have investigated the coping styles of family members in the situations described here. For example, Minnes, Graffi, Nolte, Carlson, and Harrick (2000) found that the ability to use a reframing coping style and to seek social support helps family members reduce the feeling of pressure. Kosciulek (1997) reported that family members adapt better to a given situation if they come to appreciate the brain injury as something that can be handled, and if they ascribe meaning to it by being able to provide help to other families facing a similar event. In a qualitative study, Willer, Allen, Liss, and Zicht (1991) found several effective coping strategies by caregiving family members, such as the ability not to attribute all the difficulties they must deal with to the brain injury, developing a realistic but optimistic view of the situation, and engaging in fun activities.
The Purpose of the Study
There is consensus in the literature that ABI creates a situation of pressure, which has a decisive effect on family members caring for the injured relative. The sudden crisis generates many changes in many areas in the family of the patient, creates a sense of pressure, and alters its way of functioning. Most studies that examined the consequences of this situation have focused on understanding the various variables associated with the development of stress among family members as individuals, on the needs of the primary caregivers, and on their way of dealing with the crisis. Despite the great burden on caregivers of a family member with brain injury, however, and despite the well-recognized role of the social network of caregivers in facilitating the coping process, only a few studies have addressed the dynamics of the relationships between family members, and even these studies did not focus on the interactions and transactions between family members, and how these reflect their coping with the crisis. The aim of the present study was to explore the dynamics between caregivers during rehabilitation hospitalization, and the relationships between them and the rest of the extended family, to shed light on the effect that relationships between family members have on coping processes and the functioning of the family facing the brain injury of their relative.
Method
The research used a qualitative methodology in the phenomenological tradition (Creswell, 2003; Starks & Brown Trinidad, 2007) to explore the participants' perception of the relationships within the family following the brain injury of a family member, and the meaning family members attach to this perception.
Study Population
The study population included family members of seven men with TBI and of three men who suffered a stroke (CVA). All patients suffered from brain injury of high severity, with low function. The patients were 6 to 18 months after the incident, and were hospitalized in the rehabilitation hospital for a duration of 3 to 12 months. The patients were chosen at random from among the patients who were hospitalized during the study period.
Two family members involved in caring for the patient were included in the study: the patient's spouse and a member of the family of origin (mother, father, sibling, or child). Patients and their families were identified by social workers at a rehabilitation hospital during hospitalization in various departments. Twenty members of 10 families were interviewed. Participants were chosen from the existing patient roster, with the only other criterion being that the two family members agreed to be interviewed. We recruited until we reached saturation. Most of the families participating in the study included young children, aged 1 to 18 years, within the nuclear family (eight families), which distinguishes the study population and its needs. Six families lived less than 50 km from the hospital, and one of the other four moved to live near the hospital. Eight of the spouses lived close to the family of origin. In every family, we interviewed the spouse of the patient (10 women); in five families, we interviewed one of the parents (mother or father); in four families, we interviewed a sibling; and in one family, we interviewed the patient's adult son from a previous marriage. Except for one couple, who were common law spouses, all the couples were married. Most of the families were urban, from the middle or upper middle class. The age of the spouses ranged between 32 and 63 years (average age = 38 years). The age of the other family members ranged between 53 and 83 years for parents, 44 and 48 years for siblings, and a son from a previous marriage was 23 years old. Most participants had high school education or higher.
Data Collection
The data were collected by semistructured, in-depth interviews, designed to understand the subjective experience of family members caring for a relative with brain injury, and the dynamics of relationships developing between family members. To this end, we created an interview guide that reflected this objective. Participants were asked general questions about coping with the situation, such as "Tell me about your personal experience with regard to the injury of a family member," and questions about the relationships with the patient's family, such as "How would you describe your family relationships before the injury?" and "How are family relationships since your relative was injured?" All interviews were conducted separately and privately with the interviewee (without the presence of other family members). The interviewers were hospital social workers, trained by the researchers to conduct qualitative interviews with family members. None of the social workers who conducted the interviews worked directly with the patients or their families participating in the research, as part of their function at the hospital.
Participants were interviewed in the hospital during their relative's hospitalization for brain injury. Interviews lasted between an hour and an hour and a half. All interviews were recorded with the consent and knowledge of the participants, and were fully transcribed.
Ethics
The study was approved by the Helsinki Ethics Committee of the hospital. Each participant signed an informed consent form after receiving detailed information about the research. Privacy and confidentiality rules were strictly observed, and they included blurring of all identifying details. No information collected in the interviews was transferred to the social worker who was working with the family. Interviewees were given a detailed explanation about the purpose of the research, its importance, and the protection of the confidentiality of their personal information. Participants were informed that they could withdraw from the study at any time. We provide excerpts from the interviews in the "Findings" section to illustrate the themes. Interviewees are referred to by pseudonyms.
Data Analysis
The research data were analyzed using inductive thematic analysis (Braun & Clarke, 2006; Elo & Kyngäs, 2008; Hsieh & Shannon, 2005) . In the first stage, all the interviews were read continuously by the authors. During the first reading, each of the researchers wrote down first impressions derived from the interviews, and noted the main topics that appeared in them. The objective of this stage was to become familiar with the data (Braun & Clarke, 2006) . In the second stage, each interview was reread closely and analyzed separately by the authors. The analysis included open coding of the data, using a bottom-up inductive approach aimed at detecting and identifying units of meaning arising from each interview separately, followed by a search for repeated patterns of meaning that emerged from the various interviews. To this end, each researcher prepared separate files that included a list of collated codes for each interview. In the third stage, we assessed the associations between categories and grouped them into main themes. Initially, we named the themes for each interview separately, then jointly for all the interviews. In the fourth stage, we analyzed separately two interviews from the same family, comparing the results of each interview. Focusing on the research question, we examined the way both family members perceived family history and relationships, the crisis, and the relationships between the two interviewees in the family. At all stages, the authors compared the findings of each author in joint discussions. We reached data and thematic saturation when further coding no longer produced new items from the data (Fusch & Ness, 2015) .
Research Trustworthiness
We implemented several measures to increase the trustworthiness of the study. First, we opted for thick and rich description (Creswell & Miller, 2000) of the findings, quoting excerpts from the interviews. The data were analyzed by a team of three researchers, first separately, and later together; during the various stages of the analysis and writing, the researchers discussed the findings until they reached agreement. This process increased the reflexivity of the researchers regarding their positions and beliefs about the phenomenon under study. Finally, in the last stages of writing, we carried out a peer debriefing to challenge our assumptions and examine the interpretation of the research with the help of an outside expert (Creswell & Miller, 2000) . The research findings were made available to the hospital staff, to obtain the feedback of the social workers regarding the findings. We sharpened our report of the findings based on their feedback, mostly concerning medical concepts. We translated the quoted excerpts into English during the writing stage.
Findings
In this section, we present the relationships in families of patients with brain injury. Each topic is presented from the point of view of two members of the same family, showing the parallels and the differences between them, if any. The findings show how central the relationships between the various family members are for coping with the brain injury and for the family systems involved in the treatment of the relative with brain injury. All participants described the change that occurred in the relationships within the nuclear and the extended family.
We identified two types of families, based on the family relationships described by members after the brain injury. The first type includes what we called embracing families, in which the relationship between the nuclear family (spouse and children of the patient with brain injury) and the family systems (the families of origin of the patient and of the spouse) serves as a resource in coping with the injury. These families are characterized by good relationships before the injury, mutual support, open communication, division of roles, and adequate functioning. The second type includes families in which the injury to the family member rekindled past conflicts or created new ones, resulting in disconnect and alienation between the main caregivers and the families of origin, to the point of struggle between them. In these families, the relationships were described as stormy, imposing a burden on the primary caregivers.
Embracing Families in Which the Relationships Serve as a Resource for Coping
Six participants (three families) described a supportive and helping relationship in caring for the patient, and the manner in which all members of the family were recruited to take part in the caregiving. Their accounts indicated that a history of good relations, of mutual respect, and of openness before the event was the basis for coping with the crisis, even if the relationships changed somewhat because of the intensive caring for the family member. Anat (spouse) indicated, Support is huge. The family is very supportive. And we're really engaged here for the benefit of each other . . . but before that relations were very good with my in-laws, and this is very important. Otherwise I think it would be much more difficult. The basis was good, so now also the relations are really very good . . . the basis is very important. Otherwise you can fall apart. You, your children, and the whole family.
Avner, the father, described a history of good relations and of close and open communication in the family. About his son's spouse, he said that "she regards us as family," "we talk about everything and we make decisions together." He described the joint effort and engagement of all members of the family in the caregiving: "We accepted this as a task we need to do . . . It's not like I want it this way and you want it that way . . . there's no such thing here."
Liat (spouse) also indicated that her and her husband's families of origin played a crucial role in dealing with the injury. The emotional and physical support extended to her by her husband's family of origin, and their engagement in the caregiving helped her, making it possible for her to care for her husband:
We are both blessed with supportive families. My family also helps a lot, also financially, both with the child and with arriving here. Therapeutically, Yonatan's family is a full partner. Every day I and his mother take turns during the day. And his sisters arrive. I'm very surrounded. They are very helpful also with the child, and very supportive of me.
Family members indicated that the division of roles was complementary and supportive, each family member contributing in his strongest areas, with full support from the others. Liat described absolute trust in her on the part of her husband's family of origin: "They [the sisters] trust me. I rise, they rise with me. I fall, they fall with me. I dictate the feeling, the atmosphere." Similarly to Liat, Shani, the patient's sister, described close and supportive family relationships, which became even closer in the wake of the crisis: "We have a shared destiny . . . always helped when help was needed. We were always there for each other. Today we're more connected." As far as caring for the injured relative is concerned, embracing families are characterized by engagement in the caregiving, flow of information, open communication, updating each other regularly concerning the situation, and the establishment of a single system that works in concert to rehabilitate the patient. This is what transpires from the answers provided by Liat, the spouse, and Shani, the sister:
WhatsApp by the sisters, at the level of: "he winked, he blinked, he did . . . " So even at the practical level they are there for me, in coming, in taking, in keeping, and also at the emotional level, very much. Embracing, very supportive, very . . . There is real engagement and exceptional mutual responsibility. (Liat) On the same topic, Shani (sister) described the intensity of the contact and the daily exchange of information: "We have become much closer, because we don't abandon him. We are constantly in touch, how is he and how is his progress, the smallest details." Both noted that if and when the patient returns to functioning, he would be very surprised by the family relations that were formed in the course of his injury: "It became a sort of fraternization. If Yonatan were to wake up he'd be totally pleased. He'd have a hard time joining our circle."
In all the embracing families, there was respect for the key position of the spouse, consent that she was in charge of the patient and was the natural guardian of the body and of the property. The spouse managed relations with the medical system and had final authority in making decisions, but not without involving the family members and consulting with them. Rami (father) and Daphna (spouse) described the change in family roles:
All financial arrangements and all the bureaucracy and shopping was always done by my son [the patient]. Daphna didn't know a thing . . . We suggested to her, especially Michal (the mother) . . . We accept whatever she wants we accept, we don't argue with her, even if she wants something that we think is not necessary. (Rami) My in-laws here give me a great deal of support. They do all the paperwork for me and all kinds of undertakings. I'm not alone. It's a blessing . . . This life that was shattered to pieces, we are all very surrounded, we have a lot of support, for me and my children. (Daphna) The participants described the injury of the family member as an event that strengthened the family ties. They perceived the joint struggle and engagement as a process that strengthened and expanded the relationships within the family, and made the family benefit from the crisis. For example, Shani and Liat, Yonatan's sister and spouse said, And in the family arena we just have become much closer, we support each other more . . . We are like one unit all day long. We have very good relations, we help one another both economically and emotionally. (Shani) Similarly, Liat described how coping with the crisis brought the family members closer to each other: "The entire family has grown. They sustained a big loss, but I think that they gained each other now."
Alongside the closeness and support that characterize embracing families, members also described conflicts and disputes. But even when disputes and difficulties arose, the open communication and mutual respect between family members made it possible to find a solution out of concern for each other, and in view of the others' distress, which they witnessed. Anat (spouse) said, At times there are outbursts, crying before each other. Each of us is trying to understand the other side . . . Everyone wants the best for the other. All of us have a common goal. We are very committed to each other.
We're talking about everything . . . We never avoid talking about stressors, and we make decisions together. And even if there is an argument, it's over very quickly. (Avner, father)
Complex Families in Crisis
Most families (14 participants or seven families) described a crisis in the relationship. Relations with other family members, especially between the nuclear family and the family of origin (specifically, between the spouse and the parents' families) were characterized by tensions, difficulties, anger, and lack of open communication. In these families, the injury upset the family balance and brought to the surface controversies that had been concealed before the injury, which intensified following the crisis. In only one family (Maya, mother; Dana, spouse) did the brain injury cause a sudden change from a good to a conflictual relationship. In complex families, both members who were interviewed acknowledged the existence of the crisis, and provided similar descriptions of the focus of the disputes and conflicts, their manifestation, and consequences. Each of the parties placed the blame for the conflict and the responsibility for it on the other side.
In some cases, the change in the relationship was associated with the central role the injured relative played before the injury in the relationship between his spouse and his family of origin. This was also mentioned as a central cause for deterioration in relationships in the family, in cases in which the brain injury changed the relationship from good to conflictual. Rina described the unnatural situation her husband's injury caused to the fabric of relations with his family, and the difficulty of tolerating the intensity of the encounter with members of her extended family, which became a burden for her in the coping process:
Suddenly, in the middle of your crisis you need to be sensitive to the feelings of his parents or his brothers, who are not part of the nuclear family, are not part of our life . . . Suddenly we see the grandparents every day . . . you have to deal with a whole set of extended family who in your everyday life are of no concern to you, and it creates a very big difficulty.
Uri, her husband's son from a previous marriage, discussed the change for the worse in relations with the extended family:
The nuclear family draws together, but the extended family breaks apart. Intrigues and arguments. It is difficult for parents to see their child suffer like that at the age of fiftythree. And the brother and sister . . . everyone thinks he knows best what's good for him. But they don't.
Similarly, Rafaela (mother) and Ruti (spouse) described the change in their relationship. For years, the son who was injured had brokered the relations between mother-in-law and daughter-in-law, and now, they had to communicate directly, which resulted in misunderstandings, unmatched expectations, and the accumulation of negative feelings:
Overall relations were good and healthy. Rather standard mother-in-law daughter-in-law relations. Ups and downs. Roy played a significant role. He was a sort of buffer between us, there was not too much direct communication between us, the communication was with Roy. And today she [daughter-in-law] has been left exposed, without Roy, who defended her from the criticism that she may sense at times, whether it is stated or not. (Rafaela, mother) The relations are very complex. From an overall independent couple that managed its affairs on its own, suddenly I'm dependent on them in many ways. I find myself reporting on every move I make. Every time the child is sick I need someone to replace me, I'm dependent on them . . . And this is family management at its most complex. This situation threw all three families into a tailspin, tensions around who helps more, who helps less. (Ruti, spouse) The division of roles within the family has been a main source of conflict, and it aroused anger, criticism, and recrimination. In dealing with the crisis, family members described deficient functioning of the type that does not match expectations. Neomi (spouse) described feelings of anger at the lack of involvement and initiative of her husband's family in the caregiving, in particular shortly after the injury.
Neomi described the lack of emotional support for her and her children, which she expected given the history of family relationships, but which still rekindled feelings of anger, disappointment, and insult:
This coldness in this situation, like . . . something is happening to your son. What's the matter with you? Do something, react . . . I don't expect much because they don't have the warmth . . . Awful, I felt insulted for, I was hurt for him . . . I wanted his mother . . . Say something, cry, I don't know, do something . . . But it's not happening . . . Why haven't you shown up for ten months now . . . Reuven (father) described the family relationships as alienated, blaming his daughter-in-law: "She made a lot of mistakes. I could tell her, but she has the authority . . . I do what they tell me, I'm a disciplined soldier." Reuven expressed caution in relations with his daughter-in-law, and inability to voice his opinions with regard to the treatment of his son: "If the role division were to change, there would be a huge big fight or bitterness." Reuven described feelings of helplessness because of the fact that his son's spouse was the primary caregiver: "I would like, and especially my wife, to have more of an influence."
In most families, especially those in which the conflict was deep to begin with, we found differences in the participants' perception of the family situation and in the attribution of blame. This was the case in the Neta (partner) and Miri (sister) dyad. Neta said that everything in the family was fine and that "They are good people, doing what they can. I'm not coercing anyone. You cannot argue with feelings." The sister criticized and blamed the spouse for abandoning her brother and dumping him into the care of a stranger for pay, while she returned to her work and went on with her life.
In complex families, whenever the spouse took the management of care into her hands, it resulted in power struggles and disagreement on the part of other family members. The issue of guardianship emerged as a key area of conflict, with the husband's family of origin opposing the appointment of the spouse as guardian of the injured relative. In the Maya (mother) and Dana (spouse) dyad, the matter turned into a legal battle. Each one presented a different position concerning guardianship. Maya said that she wanted to be the guardian of the body and property of her son, believing that her daughterin-law cared mostly for herself: I'm a mother, I raised him for 30 years and suddenly not decide? She's lying and using his money, which is earmarked for rehabilitation, for herself, showing off the new car she bought . . . The compensation was not spent for his benefit . . . Maya is not interested in talking to her daughter-in-law about their disagreements, and the communication is conducted through the attorney. Dana, on her part, said that she insisted on being the guardian of the property, and considered the mother's request a puzzling and intrusive intervention. She accused the mother of unclear and indirect communication: "Suddenly an attorney calls me and tells me that she wants the money. Why so? Is it not possible to talk to me? I feel that she doesn't trust me and doesn't see my needs."
Spouses described criticism and blame aimed at them from the family of origin about the decisions they make, about the degree of their presence and dedication to the treatment. They cited mistrust and suspicion about the intentions behind their decisions. Neomi (spouse) said, "I felt unappreciated for all sorts of reasons . . . At first they criticized me for not doing enough for Omri, so I understood." The father, Reuven, voiced his lack of appreciation of his daughter-in-law, and spoke about the wrong decisions she made throughout the years of marriage: "My son is a modest man, he let Neomi manage everything, and what mistakes she made . . ." The criticism continued into the present, with regard to his daughter-inlaw's decisions concerning the care of his son, such as a request for a second opinion, which according to him was unnecessary.
In families in which the spouses were mothers of small children, a conflict developed regarding the multiple roles of the spouse, who had to dedicate herself to the care of her husband and, at the same time, ensure the continued functioning of the nuclear family. Unlike embracing families, in complex families, the absence of the injured relative produced a vacuum, with no one to fill it apart from the spouse. Spouses said that this situation led to a dead end, where every choice they made hurt one of the sides, either the husband or the children. The parents described frequent negative emotions, anger, and blame directed at the spouses for abandoning the care of their husband, and the spouses expressed guilt and disappointment in themselves for not having lived up to the expectations of the family and of society in caring for the patient. This is how Ruti (spouse) and Rafaela (mother) addressed the topic: I felt that his parents now place our son very low on their list of priorities, which was unacceptable to me. It was clear to me that I would not let my child be thrown around between people he barely knows. I must be a mother now, which is more important than anything. (Ruti) Rafaela, Roy's mother, expressed anger over Ruti not participating in caregiving and about the difficulty in dealing with the burden:
The division of roles has been very unequal. It was we, the parents, who carried the main burden. While he was still hospitalized in intensive care we had to assume guardianship over his body. She said that she could not be the guardian . . . We were attached to him. All along, she showed up once or twice a week. She didn't bathe Roy, my husband bathed him, shaved him. She didn't do his laundry . . . whatever was needed, we took care of it.
Conflicts led to a buildup of resentment and to deficient, vague, and blocked communication between the main caregivers. Even when conflicts were overt, a solution was not always possible, and resentments accumulated, weighing down the caregivers. Rafaela said, Life before was regular as far as normal family interaction is concerned. Today the relationship is complex because there are expectations on both sides, there are fears . . . and from time to time there is a charged conversation, in which the field is cleared, but the loads accumulate.
Ruti, the spouse noted:
I don't like asking for help, I don't know how to explain what I need. So I'm building up resentments that in the end burst. It happened several times during this period. I and Roy had a hard time going back to being a couple because in fact I let him be cared for as his parents' child. They were most of the time with him, which made me totally unnecessary.
Communication in complex families is not conducted openly. Joint decision-making processes and support for decisions made are limited, and every dispute raises tensions. Maya (mother) described steps taken behind her back about the hospice to which her son would be taken after his release from the hospital. This case aroused in her feelings of great anger toward her daughter-in-law.
Unlike embracing families, in which ideas about the manner of treatment of the injured person were similar, in complex families, conflicts arose between the husband's spouse and family of origin regarding the way in which he should be treated and about the rules of daily behavior. Rina (spouse) described a situation in which her sister-inlaw brought her daughter to visit the patient at a time when Rina's own daughter had not yet seen her father:
He has this sister, who is simply a catastrophe. And it creates a huge amount of tension. She brought her thirteen-year-old daughter here. I wasn't here, and I heard it and I just blew up. And she just didn't understand why it was not right to bring her . . . I found myself arguing with her about it. And I ask myself: Why do I need, in my situation, to quarrel with people . . . These are unnecessary fights, who has the strength for it at all? Uri, the son, expressed opinions and positions similar to those of Rina about conflicts that took place in the family. This is how he described a similar conflict with his father's sister:
Just as an example, is it possible to photograph him or not? We say no, the immediate family, because it harms his dignity, and he would not want to be photographed in this situation . . . and his sister decided to do it. It resulted in a very big blow-up.
Ultimately, most family members wished to improve the relationship and were aware that more beneficial relations, including cooperation and open communication, could help them deal effectively with the crisis. For example, Maya (mother) noted that, "I wish things could have been different, and we would go back to what we were previously, a united family."
In sum, it is clear that there is a difference in the coping style of families in crisis. Embracing families, which were a minority, were characterized by relations of mutual support, concern for each other, effective and agreedupon division of functions, mutual respect, and open communication, which make possible an effective decision-making process and conflict resolution, if and when conflicts arise. By contrast, complex families were characterized by a general sense of burden experienced by family members, loaded relationships, anger, mutual recriminations, and dissatisfaction with the functioning of the family, which raised difficulties and imposed additional burdens on various family members.
Discussion
The study examined the dynamics of relationships in families of patients with brain injury. The discussion focuses on two main issues: (a) the centrality of the dynamics of family relationships in the process of coping with the crisis and (b) recommendations to professional practitioners working with families of patients with brain injury.
The situation of individuals with brain injury who were included in this study matches the definition of "ambiguous loss," a "situation where a loved one is perceived as physically present while psychologically absent, or physically absent but kept psychologically present because their status as dead or alive, dying, or in remission, remains unclear" (Boss & Couden, 2002 , p. 1352 . Uncertainty about the patient's prognosis and dayto-day physical condition creates confusion and extreme caution in family relations. As a result of the unclear situation, the families are subject to depression, and at times, relations break down in response to the physical condition of the patient, which is out of their control (Boss, 2007; Boss & Couden, 2002) .
The concept of ambiguous loss explains the hope and despair we have found among the families of the injured, because although the injured is physically present, there has been a significant change in his functioning and ability to communicate with family members. According to Boss and Couden (2002) , the lack of clarity regarding the status of the patient makes it difficult for family members to cope, and does not allow them to grieve. All these lead to immobility, difficulty in making decisions, depression, anxiety, loss of control, helplessness, and lack of clarity concerning boundaries in the relationships between family members.
The concept of ambiguous loss explains the complexity of the dynamics that develop in the families of patients with brain injury. The relationship between the spouse of the patient and his family of origin is particularly complex. The parents of the patient experience regression to an earlier parenting function, when their child depended on them, whereas the spouse remains with a presentabsent partner. According to Roberts (2014) , in family disputes, conflict may cause family members to become alienated from themselves and from each other, and disrupts the ability to communicate and recognize the other family members' needs. In complex families, the parents of the patient appear to find it difficult to accept the spouse's grief and her need to focus on her children, especially if the children are young. At the same time, the spouse finds it difficult to accept the parenting role of the patient's parents, and the parents' grief for their injured son. Thus, each party develops unrealistic expectations from the other, expecting it to perform functions that it is incapable of performing or is able to perform only partially. In practice, each party is trapped in its mourning and does not see the other's grief.
The findings show that the injury and intensive treatment produced two key arenas of struggle that the family must address: caring for the injured family member and continuing the daily life of the family, especially when young children, who need care and supervision, are involved. These findings are consistent with previous studies, which report that the need for intensive caregiving for a relative with brain injury makes it difficult for family members to cope with the routine day-to-day tasks of work, management of family life, and more (Serio et al., 1997) . This difficulty results, among others, in feelings of burnout, stress, depression, and reduced quality of life (Gan et al., 2006; Kreutzer et al., 2009; Norup et al., 2010; Rivera, Elliott, Berry, Grant, & Oswald, 2007) . The brain injury and the subsequent crisis have changed the relationships in all the families included in the study; there was not a single family in which relations have not changed. But the research findings show that the emotional turmoil that besets the various family members had a different effect in different families (Anderson et al., 2009; Serio et al., 1997) .
The findings revealed two types of families of men with brain injury: embracing and complex. This finding is consistent with previous studies, which showed that not all families react in the same way to crisis situations, depending on such variables as the gender of the patient; the extent of the injury; cognitive, behavioral, and emotional changes that the patient underwent; and so forth (Gan et al., 2006; Ponsford et al., 2003) . Sander et al. (2003) found a connection between the quality of family functioning before the injury and the level of functioning after it, so that families that had difficulties in the past were more likely to experience difficulties in dealing with the situation after the injury. The findings of our research, however, present a more complex picture. We found that families with a background of positive relationships described that their relations reached a crisis after the injury. It appears, therefore, that a trouble-free background in the relationship before the injury does not guarantee continued normal family relationships after the injury, particularly between different generations. Based on participants' reports, some families had normal relations before the injury, in which the patient played a key role mediating the relationship between his family of origin and his spouse.
Research findings on relationships between in-laws and couples point to the important role that the spouses play in the day-to-day management of the relationship, particularly in situations of conflicts. For example, wives' perception that their husbands took their side in conflicts with their mother-in-law was positively related to the wives' marital satisfaction (Wu et al., 2010) . It was also found that when stressors are encountered between couples and in-laws, spousal support has both direct and buffering effects (Cutrona, Russell, & Gardner, 2005) . In the present study, we found that after the injury, the balance of functions in the family was upset when the mediator (husband) was removed from the picture, which led to conflict or alienation between the family of origin and the nuclear family of the patient. This can explain the deterioration in relations in families with a positive relationship history.
The theoretical model of McMaster (Epstein, Bishop, Ryan, Miller, & Keitner, 1993; Miller, Ryan, Keitner, Bishop, & Epstein, 2000) may help explain the differences between the two types of families that have been identified in this study. In family practice, the model is used by family consolers to assess family functioning. The distinguishing feature of the model is that it exposes the weaknesses and strengths in the functioning of the family. This model examines family functioning in six areas: (a) problem solving, (b) communication, (c) roles, (d) emotional response, (e) emotional involvement, and (f) behavior control. At least five of these are likely to be relevant to understanding families caring for a patient with brain injury.
The embracing families were in a minority (three out of 10), which may indicate that the crisis event has an extremely strong effect on family functioning. At the same time, it is important to understand what made it possible for these families to function effectively despite the great challenges they faced. Analysis of the findings shows that on all measures included in the McMaster theoretical model, according to both interviewees from the same family, embracing families functioned effectively. (a) Problem solving-participants indicated that the situation in which they found themselves forced them to find solutions to many problems, both instrumental and emotional, and they were able to do so efficiently, using various family resources. (b) Communication between family members, which was generally direct and clear even before the injury, was helpful in meeting the various challenges. (c) Roles-there was a clear division of roles, appropriate and effective, between the various family members. (d) Emotional response-the primary caregivers who were interviewed reported receiving appropriate and effective emotional responses from other family members, with expressions of great sensitivity toward each other and with concern for the continued functioning of the family, to the degree that it was possible. (e) Emotional involvement-the family of origin supported the spouse, who served as the primary caregiver, and backed the decisions she made, even if opinions differed on the matter. In cases of disagreement or conflict, family members continued to support each other, while accepting the decisions of the primary caregiver. In these families, members of the family of origin provided active help in caring for the small children, and the spouse dedicated herself to the role of primary caregiver. The spouses in these families stopped working after the injury and spent long periods of time at the hospital looking after the patient.
Complex families, which were a majority, reported functional difficulties in family relations, especially between the spouses and the patient's family of origin. At times, the difficulties started before the injury, but the situation became exacerbated after it. Here, too, there was agreement between participants-both interviewees in the family confirmed the difficulty of the situation. (a) Problem solving-they noted that relations between them were characterized by a high level of conflict, difficulty in reaching decisions and solving problems, originating in different views of the situation. (b) Communication between the nuclear and extended family was not open, but was ambiguous, partial, and often blocked, characterized by hostility, suspicion, and anger. (c) Roles-use of the various resources available to family members and the division of roles were complicated. (d) Emotional response-it was not possible for these families to obtain appropriate emotional response to their needs, which made it difficult to manage the crisis effectively. This situation greatly impaired the ability of spouses who had small children to cope with their double roles, of spouse and parent, and left most of them lonely and distressed.
The differences between the two types of families identified in this study may also indicate differences in the degree of pressure faced by the families and in the level of family functioning. Previous studies (Gan et al., 2006) revealed that as the level of stress among caregivers rises, the pressure rises as well and family functioning declines. It is possible that members of complex families, who had to cope with the effect of the situation on the relationships within the family, experienced higher levels of stress, the pressure under which they operated increased, and their functioning declined. By contrast, members of embracing families, who enjoyed calm in the family arena and used their relationships as a resource, perceived the situation as something meaningful that they were able to cope with (Kosciulek, 1997) . These families were able to function more effectively because of the lower sense of stress they experienced (Minnes et al., 2000) .
Practical Recommendations
Using the ecosystem approach, the present study found that understanding the family and treating it as a system is of great importance in the process of intervention with the family of a patient with brain injury. According to this approach, the systems mutually influence one another, so that a change in one causes change in the others and affects them. Thus, on one hand, the functioning of the various family members is impaired by the medical condition of the brain-injured patient; on the other hand, improvement in the relationship between the family members who care for the patient may contribute to his better functioning. Therapeutic intervention with the entire family is, therefore, of great importance (Compton & Galway, 2005; Friedman & Newman, 20011) . Most of the intervention with such families is educational, and it includes the provision of information and support during the crisis (Laroi, 2003) . In light of the findings, it is possible to understand the importance of evaluating the relations in the family at the time when the patient with brain injury is hospitalized. It is equally important to include all family members who are involved in the caregiving in the social worker's intervention, in the spirit of the ecosystem approach.
Our recommendation is that in parallel with the support and the provision of information about the injury and its consequences for the functioning of the patient, the intervention should also address directly the dynamics of the relationships between family members, especially between the family of origin and the nuclear family, in particular the spouse. This is necessary to prevent a deterioration of the situation and to help family members develop effective mechanisms of coping, by encouraging clear patterns of communication, clear division of roles, and emotional support within the family, and by taking into account the various needs of family members. Such an intervention should provide family members with adaptive ways of solving problems and conflicts that are inherent in the situation.
The findings of the study point to the desire of family members in crisis and conflict to achieve reconciliation and improve relations. It seems that professional guidance that emphasizes the characteristics mentioned above would allow family members to better cope with the crisis and to leverage relationships for providing effective care to the injured relative.
Limitations of the Study
The research has several limitations. To begin with, the sample size included only 10 families (20 family members). In the course of the study, we became aware of the difficulty of recruiting family members in a time of crisis involving hospitalization for rehabilitation, given the heavy burden they already bear during this period. It is recommended to increase the number of families in follow-up research and to examine the research question on a larger sample. This may be accomplished by interviewing family members after the patient returns to the community or is relocated to a permanent institution.
In every family, we interviewed the spouse of the patient with brain injury, but the second interviewed caregiver varied and included siblings, parents, and one son from a previous marriage. In light of the research findings, it appears that follow-up studies focusing, for example, only on relations between mother-in-law and daughter-in-law would be able to reveal more specific issues concerning relationships in these families.
All participants in the present study had similar sociodemographic characteristics: They belonged mostly to the same social status, and were almost all Jewish and urban. It is recommended that follow-up studies expand their scope to include families from different cultures, with different sociodemographic characteristics. It is possible that in collectivist societies and cultures, where there is greater community support, different experiences will emerge from those revealed in the present study. It will also be instructive to examine relationships in families of women with brain injury, which may exhibit different dynamics.
Finally, it is recommended that follow-up research investigate relationships in families after discharge from the hospital, upon return home, or transfer to a nursing home. It is important to examine what happens to family relationships in the long term.
